Synovial sarcoma is very rare and highly malignant turnout of the head and neck. Only 3 cases of synovial sarcoma have been treated 1980 -1997 Treatment involved extensive surgical resection of the tumour (with neck dissection in two cases); and post-operative radiotherapy and chemotherapy in one case. Behaviour of the tumour was followed up till August 1997. It remains in our experience that synovial sarcoma, though a turnout or poor prognosis if treated by adequate tumour resection and adjunctive radiotherapy and chemotherapy, has good patient survival.
INTRODUCTION
S ince the first description of synovial sarcoma by Pack and Ariel in 1950, many cases have been reported. Jernstorm, in 1954, was the first to report this malignancy in the head and neck region. Synovial sarcoma accounts for 3 to 10% of all sarcomas and occurs predominantly in the extremities (Carrillo et al. 1992 ). Rare cases have been reported in the abdominal and chest wall (Roth et al, 1975) .
Though synovial sarcoma arise by synovioblastic differentiation of connective tissue, it has also been found to arise in areas antomically devoid of synovioblastic tissue. In the head and neck, the tumour may be located high in the superior aspect of the neck, just beneath the mandible, in the prevertebral area from the base of the skull to the hypopharynx, in the retropharyngeal and parapharyngeal at-eas and in the anterior neck along the border of sternocleidomastoid muscle as "orofacial" and "larngeal" sites (Roth et al, 1975) .
Case report 1
In 1980, a 24 year old male presented with stridor of 10 days and history of dysphagia and change in voice of 4 months duration. Examination of the oropharynx revealed a round mass covered by white slough. The origin of the mass could not be appreciated even under general anaesthesia. It was firm in consistency occupying the whole of the hypopharynx and the oropharynx, with diffuse attachment to the medial wall of the right pyriform fossa.
A lateral view X-ray of the soft tissue neck showed a diffuse homogeneous soft tissue mass in the region or oropharnx and hypopharynx, obliterating the normal translucency. There was 5ynovial Sarcoma ot the Head and Neck-A Report of 3 Cases--Produl Hazarika, Parul Shah, Kailesh Pujary, Balakrishnan R, no evidence of calcification. Computerised tomography and magnetic resonance imaging facilities were not available for assessing the site and extent of the lesion. A punch biopsy taken from the growth was inconclusive.
Following an emergency tracheostomy, total excision of the mass was done through a translingual pharyngotomy (Trotter's) approach, after considering the position and extent of the growth. Incision extended from the midpoint of the lower lip to the upper border of the thyroid cartilage. The mandible, tongue and byold bone were divided in the midline. The exposed mass was found to be arising from the medial wall of the right pyriform fossa near the cricoarytenoid joint and was attached to the posterior wall of the hypopharynx. The larynx was pushed to the opposite side and compressed by the growth without being involved. The mass was excised completely. The postoperative period was uneventful. There had been no evidence of distant metastasis or recurrence for 10 years after which the patient was lost for follow up.
The gross specimen of the tumour mass measured 10x10x7.5 cms. and was covered with slough. Cut section was greyish in color and revealed areas of necrosis. Histopathological examination showed sheets of spindle cells with hyperchromatic nuclei and mitotic figures suggestive of fibrosarcoma. Due to the rarity of the tumour, we sought another opinion from Batsakis M.A. from Maine Medical Centre Portland and he diagnosed it as monophasic synovial sarcoma (Figure 1 ) (Hazarika et al, 1983) .
There was no evidence of recurrence when seen ten years after treatment. The patient was lost to follow up thereafter.
Case report 2
In November 1987, a 30 year old male came with history of right side neck swelling since 8 months. It was insidious in onset and gradually progressive. On examination of the throat, a swelling was seen behind the right posterior pillar extending to the right vallecula. The right tonsil was pushed medially and there was wasting of the right side of the tongue. A spherical swelling was noted on the right side of the neck extending from the angle of the mandible to almost the midline. It was firm in consistency, non-tender with restricted mobility, and ballotable.
